Good communicat ion is an essential compo nent of optimal delivery of health care and health pr omot ion effort s. In t his article, we address t he communicat ion predicament faced by older adults when their opportunities for optimal care are limited by inappropriate communication with formal care providers. We then introduce the Communication Enhancement Model which promotes health in old age by stressing recognition of individualized cues, modification of communication to suit individual needs and situations, appro priate assess-ment o f the healt h/social problems, and empowerment of bot h eiders and providers. Applications of the Communication Enhancement Model are discussed for two high-risk groups (elders from ethnocultural communities and elders with dementia) to show how it can functio n as a guide for t he development and evaluation of educational interventions with health and social professionals working with elders.
adequate information, skills, opport unities, and motivation to decide and act. Older individuals, for example, may benefit when information is presented in non-traditional forms which surmount barriers created by language, literacy, visual, or auditory impairments. Because of their so cialization t o accept t he authority of the health care system and professionals [26] , the cur rent coho rt of elder s may als o requ ire subst ant ial suppo rt in the development of t he sk ills and motivation to ask questions, explore options, and make health care decisions. A variety of successful self-care intervention programs have been documented, including: self-advocacy training for older adults [27] , assertiveness training to enhance self concept and promote maximum u se o f res ource s [2 8] , and d evelo pment of t he sk ills of fa mily caregive rs in negotiating the health care system [29] .
Mutual Aid
Mutual aid interventions are defined as "people's efforts to deal with their health concerns by wor king to gether.., helping each other, suppor ting each other emot ionally, and sharing ideas, informat ion and experiences" [25, p. 7] . While spousal suppo rt might be considered the most fundamental and least formalized form of mutual aid, a number of infor mal net works , su ppo rt gro ups, and vo lunt ary o rga nizat ions have deve loped t o fill t his role. Many of these gro ups sup port their members t hrough the provision o f educat ion, advocacy, and social support. As such, they are instrumental in enhancing people's capacity and mo tivatio n to interac t effect ively wit h for mal care p rovider s [2 5] . Similarly, mut ual aid mechanisms can be helpful to formal care providers. Membership on interdisciplinary teams, participation in continuing education programs, and access to ethics committees, or resources such as geriatric consultation teams can be viewed as potential sources of mutual aid for providers.
Healthy Environment
The thir d hea lth p romot ion int ervent ion, the cre ation o f healt hy envir onments, is defined as "altering or adapting our social, economic, or physical surroundings in ways that will help not only to preserve but also to enhance our health" [25] . In developing a communication model that promotes health, one needs to focus on eliminating barriers created by the health care environment. Interventions must be directed toward ensuring appropriate, individualized responses to older individuals by caregivers [26 , 30] . Pro viders must understand and support a process of empowering the older client. Equally important is the adaptation of the psychosocial and physical environments in which the exchange occurs in order to provide maximum opportunity for communication [31 ] .
Within the health pro motion framework of self care, mutual aid, and healthy environment s, one must also examine system barriers which may have a significant negative impact on the communication between elders and providers.
Legislation, intake procedures, schedules, funding formulae, and assessment tools each contribute to the context in which the communication between the elder and provider occurs. The expectat ions, resources, and opportunities in the bro ader community also impact on t he provider's understanding and response to the elder. Figure 2 depicts the Communication Enhancement Model we have developed utilizing a health promotion framework. The cycle begins with the encounter between the older person and the provider. The provider now comes to the encounter with a different cognitive map as a result of educational interventions.
THE COMMUNICATION ENHANCEMENT MODEL EMERGING FROM THE HEALTH PROMOTION FRAMEWORK
These interventions will have been directed toward increased understanding of normal aging processes and pr eparation t o undertake new roles and utilize new skills in interacting with elder s. One emphasis, for example, is on the helper's expanded ro le as co-advocate and partner in decision making in contrast to the traditional hierarchal relationship and practice style prevalent in most medical expert-o lder pat ient relat ionships [26] . I n these new ro les the provider must be active in understanding the broad range of variables influencing the health of an elderly person as well as in eliciting his or her expectations and wishes. As Bieseeker notes, while individu als aged sixty and o ver seek more information fr om provider s, t hey ar e less likely than younger cohorts to believe in a patient' s right to make decisions, ask questions, or challenge a provider's authority [32] Therefore, the provide' s role must also expand to include the education and support of elders as many of them learn the new roles and skills for becoming more active participants and consumers in the health and social care systems. As a conseq uenc e, p rovider s must develo p the'ability t o share kno wledge in w ays which enable clients and others to comprehend and effectively utilize it. An expectation that the older person may be motivated and capable of actively participating must be fostered in conjunction with the development of a greater appr eciation of the diversity and pot ential of elders. Likewise, the older person will likely come to the dyadic encounter with altered expectations and confidence in his or her role as active participant and the skills needed to fulfill the role. This situation can be enhanced through a variety of self care and mutual aid strategies, many of which will occur outside the encounter with the provider.
Combined, these strategies and resources provide a starting point for a more individualized, responsive communica tio n encounte r between t he eld er a nd t he pr ovid er. This includes app ropriate accommodation o f communicatio n matched to t he older individual's needs; a physical environment that maximally supports this exchange including resources such as technical aids, written materials, audiovisual aids, and translato rs; and a social enviro nment where t he helper conveys genu ine respect, interest, and sensitivity toward the concerns of the elder. As depict ed in Figure 2 , one can see the feedback nat ure o f this positive cycle. As t he provider utilizes effective communication strategies, for example, he/she develops a clearer assessment of the elder's capacity, expectations, and resources which leads to a further refinement o f strat egies and enhancement of communicat ion.
Similarly, the respect ful appro ach of t he pro vider will serve t o reinforce t he elder's willingness and ability to participate actively. In Figure 2 , we see how this leads to a more appropriate assessment of the health concern. By utilizing an ecological health promotion framework for interpreting the information gathered, the provider and elder, together, can develop a multi-focused plan of intervention which draws resources from a variety of sectors. For example, if loneliness and social isolation are key concerns, the plan might include reassessment o f heating, new communication st rategies for the elder, reinvolvement in a church service gr oup, negot iation wit h the family about visiting and transpo rtation needs, and consideration of home-sharing o r a move int o to wn.
As a result of joint problem-solving, both the elder and the provider are empowered. When the elder has been actively involved in developing a plan which is well-matched to his/her unique situation, there is an increased likelihood of follow-thro ugh and success. The health, well-being, and competence of the older perso n are also enhanced. Similarly, the mutual nat ure o f the co mmunication can ensure that there is a balance with the p rovider's resources. An ecologically based plan takes into account environmental and care system constraints a nd als o se eks opportunit ies fo r modifying t hese ext ernal influe nces to the benefit of an individual elder and similar others. Enhancement s in communication, assessment, and intervention naturally lead to increased satisfaction experienced by the provider. Most important , pe rhaps, is the re cognit ion t hat this can p revent the suffering which is unintent ionally caused when pro viders intervene in ways which ignore t he strengths of the person [33] .
Both part icipants can emerge from this experience better equipped to deal with the next encounter. In addition, the environment may also become more responsive to the needs of older p eople as a result o f the pro vider ado pting an eco logical perspective and e xpanded role throughout this cycle. A successful example using multiple interventions is the Wise Use of Medications project of a Toronto community health center [34] . In this project, a needs assessment with seniors identified barriers to appro priate communication about medications. Subsequently, information about medication misuse was provided to seniors, and groups of senior s de velo ped app ro aches fo r dealing wit h th e vario us p ro fessiona ls invo lved. Finally, participants in various parts o f the healt h care syst em worked wit h senio rs t o de velop a safe medication card and promote its use by seniors in each health care encounter.
The Commu nicat ion E nhanc ement Mod el has rele vance for pr ovid ers from all disciplines. It is perhaps most important for those working with older clients who have speciala second language may begin to lose this ability and become more reliant on their mother tongue due to changes in social environments or to cognitive impairment [38, 39] . Therefore, there is a need for a communication enhancement model with elderly people from ethnocultural communities if providers and educators are going to contribute to Epp' s "Health for All" philosophy that most formal care providers would espouse.
The
sensitivity to cultural issues vis-a-vis health, avo iding ethnic myths and stereotypes, practicing empathy, and being aware of individual differences within groups [39] . These strategies and the components of the Communication Enhancement Model speak to est ablishing a r espect ful re lationship t oward elderly people fro m ethnocult ura l commu nities in the provision of care.
The link between the Communication Enhancement Model and the respectful relationship with ethnic elders can be illustrated through a case study of an elderly woman from Lithuania who was in a long-term care institution of the majority culture, and who needed the skills of health care pro viders at a part icularly difficult and sensitive time in the caring process--that is, when she was dying [40] . This part of the caring process is difficult for an elderly per son fro m an ethnocultur al community because the person is in a linguistically and culturally foreign environment. The stress of caring for someone who is dying is exacerbated when providers are unaware of the cultural norms of the dying person. As this is a time when sensitive care is critical, this case provides a good illustration of the Communication Enhancement Model. The case will be presented from the perspective of the social worker as she had the most significant interaction with Mrs. A. during this critical period. Mrs. A. was an eighty-seven-year-old Lithuanian widow admitted to an institution abo ut one mont h befo re she die d. S he wa s ill wit h cancer , and there was ver y litt le medically that could be done for her. She had a sense that she was dying but she did not want to dwell on it so the staff of the institution simply tried to make her as comfortable as possible. She spent her adult life in the Lithuanian community in Canada so her English was poor, and she only used it to convey basic needs to the social worker. She had a son who visited daily and spo ke to her in her native language. Two weeks before her death, Mrs. A. was transferred t o the chronic care ward of the instit ution due to det eriorating health. She became unusually upset at this time; this was confusing as her behavior seemed to be unrelat ed to an increase in pain. The social wo rker suspected t hat there may have been psychological or sociocultural issues that were upsetting her, but she could not determine this directly as, by this time, Mrs. A. had lost t he ability to converse in English. This recognition of cues for Mrs. A.' s situation led to a reassessment of the health problem which led to asking her son if there were individual or cultural issues that were contributing to her being disproportionately upset. After checking with Mrs. A., her son told the so cial work er that she was disturbed by t he curt ains around her bed because she did not want to die in the dark; she was also worried about her pain causing her to lose Importantly, the cognitive and social disturbances associated with dementia require providers to confront and extinguish the use of inappropriate accommodations of communication (e.g., baby talk) which support and exacerbate age-stereotyped behaviors of dependence and frailty, as previously discussed. While a considerable amount of communication adjustment is necessary to accommodate to the impaired functional capacities of demented individuals, selected reinforcement of residual communicative skills can optimize social interactions and facilitate independence [47] .
With r espect to mutual aid st rat egies, fa mily care pr ovid ers of dement ed ind ividua ls often need community support for information, training, and respite care. Many local communities offer individual consultation and information sessions, which include a focus on communication and management strategies for dysfunctional behavior. In addition, peer support gro ups may bre ak d own the bar rier s iso lating family care giver s fro m colle agu es in similar circumstances and give them opportunities to assist each ot her in pro blem solving and in coping with the demands of such family care.
Emanating from these examples o f intervent ions are conseq uences t hat impact on the dyad of pr ovider and dement ed individual, and on t he health syst em as a whole. Positive changes emerge in the resourcefulness of care providers, their access and utilization of services as well as the manner in which the health care syst em promotes communicative interactions that reinforce the autonomy and dignity of demented elders.
The following case st udy illustrat es a combination of intervent ion opt ions from the Communication Enhancement Model which were selected by care providers for an individual diagnosed with probable dementia of the Alzheimer's type in the middle/moderate clinical stage:
Mr. S. was a seventy-two -year-old mechanical engineer who was dwelling in the community with his wife. Mrs. S. wished to visit a son and his family who lived out west. One of Mrs. S.' s grandchildren, with whom she was particularly close, was graduating from high school with honours and Mrs. S. desperately wanted to att end the award ceremonies. Traveling with her husband was out of the quest ion as Mr. S. suffered terrible confusio n, limited communicative effectiveness, and periodic catastrophic reactions in unfamiliar environments. Using healthy environment strategies to assist with preparation for the trip, Mrs. S . enro lled her husband in an adult day care program situated in a local home for the aged. Attendance for the first three weeks was one day a week. Mrs. S. accompanied her husband t o and from the program, st aying for approximately one-half hour at the beginning of each session and arriving early near the end of the day. The frequency and length of visits to the center was gradually increased while Mrs. S.'s o verlap t ime decreased. T he intention was to familiarize Mr. S. with the surroundings as the home was equipped with three respite care beds, one of which was to be his during his wife's two week trip in the coming months.
In conjunction with the enrollment, Mrs. S. discussed with the staff the findings of recent medical, geriatric, language, and communication assessments. Individualized intervention strategies were drawn up by the consulting professionals, discussed with Mrs. S. at great length. Mrs. S. then discussed them with the staff of the residence to familiarize them with Mr. S.'s skills, needs, and interests.
Consultants made themselves available to Mrs. S. and staff for further discussion when need ed. Healthy enviro nment and s elf-c are str ategies were r eview ed, includ ing sp eaking in direct, nonliteral, declarative statements with modifiers placed after their antecedents, eliminat ing t he us e of second ary ba by talk, incre ased use of app ropria te nonverbal behavio r in conjunctio n wit h ver bal output , as well as limiting the number of par tne rs and new topics in conversations. Det ailed back gro und infor mation r egarding Mr . S.'s job his to ry, p ersona l interests in Canadian history and ho rticulture was also relayed to staff so that they could maximize the familiarity of personal contacts and "chat at length on mutually shared topics. The successful implementation of these and other related interventions enabled Mrs. S. to achieve maximum benefit from the trip and showed staff how selected strategies from the Communication Enhancement Model can promote optimum health of and care for individuals with dementia.
Implications
These case studies illustrate how the Communication Enhancement Model can be used to guid e impr ove d co mmunica tio n wit h vulne rable elders and t o empower the m and t heir families to work more effectively with formal care providers. Emphasizing the health promotion aims of the model can make it easier to educate staff in the importance of individualized and culturally sensitive communicat ion.
SUMMARY
The Commu nicat ion E nhanc ement Mod el to promot e hea lth w ith elder ly peo ple introduced in this art icle has considerable implicatio ns for interdisciplinary education and pra ctice fo r health and soc ial ser vice p rovider s. T he model emphas izes car e pr ovid ers' mult iple roles in p romot ing health through fost ering co mmunica tio n skills with their a ging c lients. T his model indirectly addresses the unintentional suffering which may arise from inappropriate communication str ategies among formal care p roviders to ward t he older adults they serve. The model also provides a series of steps for health and social ser vice practitioners to implement when developing communication strategies with special needs clients where interventions are particularly challenging. With these implications in mind, this model of communication to promote health can be used to contribute to positive interactions among formal care providers and their elderly clients.
Importantly, the Communication Enhancement Model incorporates the ecological perspective being sensitive to the balance between the system of care and provider-elder communication. Such a balanced appro ach pro motes mental, so cial, and physical well-being among elderly individuals, especially vulnerable individuals such as members of ethnocultural communities and persons with cognitive impairment.
Future wo rk is needed to evaluate the impact of communicatio n intervent ions by providers on communication satisfaction and health outcomes in the elders they serve. Mor eover, ed ucatio nal pr ograms within pr ofessio nal training o r co ntinuing e duc ation shou ld be developed and evaluated in ter ms of impact upon co mmunication skills of providers and t he related consequences for their elderly clients. Relatedly, the communication and health impact of sp ecific environmenta l or syst em cha nges (e. g., home asse ssments versus asses sment s in institutional settings; providers meeting with small groups of elders with a particular health problem versus one-to-one interactions) should be evaluated either singly or in combination with educational interventions aimed at providers and/or elders themselves. In terms of policy implicatio ns, the Commu nicat ion E nhanc ement Mod el highlight s the cha nges need ed in provider-elder interact ions within a health promot ion framewo rk and r aises issues concerning profe ssio nal educ ation a nd serv ice d elivery. 
